Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Mililani Care Home LLC CHAPTER 100.1
Address: Inspection Date: September 11, 2020 Annual
95-117 Waikalani Drive, Mililani, Hawaii 96789

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-8 Primary care giver qualifications. (a)(10) PART 1
The licensee of a Type I ARCH acting as a primary care
giver or the individual that the licensee has designated as 0
the primary care giver shall: DID YOU CORRECT THE DEFICIENCY?
Attend and successfully complete a minimum of six hours USE THIS SPACE TO TELL US HOW YOU
of training sessions per year which shall include but not be CORRECTED THE DEFICIENCY
limited to any combination of the following areas: personal
care, infection control, pharmacology, medical and .

- SV . . . [0 [22]2?
behavioral management of residents, diseases and chronic Q es, z g\\@@*ﬁﬁx q&\ e %Q\uﬁn C el A.\Q &\W\S \ \

illnesses, community services and resources. All inservice
training and other educational experiences shall be
documented and kept current;

FINDINGS

Primary Care Giver — Zero (0) out of six (6) continuing
education hours completed. Please submit certificates with
plan of correction.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-8 Primary care giver qualifications. (a)(10) PART 2
The licensee of a Type I ARCH acting as a primary care
giver or the individual that the licensee has designated as the
primary care giver shall: FUTURE PLAN
Attend and successfully complete a minimum of six hours of | USE THIS SPACE TO EXPLAIN YOUR FUTURE
training sessions per year which shall include but not be PLAN: WHAT WILL YOU DO TO ENSURFE THAT
limited to any combination of the following areas: personal IT DOESN’T HAPPEN AGAIN?
care, infection control, pharmacology, medical and
behavioral management of residents, diseases and chronic /6 \ 22 \ 20

illnesses, community services and resources. All inservice
training and other educational experiences shall be
documented and kept current;

FINDINGS

Primary Care Giver — Zero (0) out of six (6) continuing
education hours completed. Please submit certificates with
plan of correction.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
X] | §11-100.1-9 Personnel, staffing and family requirements. PART 1
®)
All individuals who either reside or provide care or services DID YOU CORRECT THE DEFICIENCY? /2 \v\c \ »

to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS

Substitute Care Giver (SCG) #1 and #2 — No annual
tuberculosis clearance. Please submit clearances with Plan
of Correction (POC).

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(b)

All individuals who either reside or provide care or services : ,

to residents in the Type I ARCH shall have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.

PART 2

USE THIS SPACE TO EXPLAIN YOUR FUTURE

FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Substitute Care Giver #1 and #2 — No annual tuberculosis IT DOESN’T HAPPEN AGAIN?

clearance. Please submit clearances with Plan of Correction )

(POC).
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(e)3)
The substitute care giver who provides coverage for a period
o st care g DID YOU CORRECT THE DEFICIENCY?
Be currently certified in first aid; USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
SCG #3 — No documentation of first aid certification \b yes , 2 OO\\QN\GQ\ the %\\Dn\ﬁ\w@ affs /0 \ 1% \.Nv

available. Please submit certification with POC.

the NS%@«\\\.@\. b Seplesnlen 4l 2020 -
- obtoned a copyf o mﬁ &3 CPR

sce#3 Fias P il fcete. CPR @
Lileticedes ot Sodbon t £l

2)

2 7T otocned o copy. of SCC #3 Frags
Az dd §.0»*€.®3 .
3) FEungd Ad Coditicateon cf St@ H3

Swhmited wift my Pl oo correction
omd alep 1 led M didons Cane lHonre

Born ez




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(e)3)
The substitute care giver who provides coverage for a period FUTURE PLAN

less than four hours shall:
Be currently certified in first aid;
FINDINGS

SCG #3 — No documentation of first aid certification
available. Please submit certification with POC.

%

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
g IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(H(1)
The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements DID YOU CORRECT THE DEFICIENCY?
specified in subsection (e) shall:
USE THIS SPACE TO TELL US HOW YOU
Be currently certified in cardiopulmonary resuscitation; CORRECTED THE DEFICIENCY
FINDINGS
SCG #3 ~ No documentation of cardiopulmonary \o\ ( n\\ »

resuscitation certification available. Please submit
certification with POC.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(H(1)
The substitute care giver who provides coverage for a period FUTURE PLAN

greater than four hours in addition to the requirements
specified in subsection (e) shall:

Be currently certified in cardiopulmonary resuscitation;

FINDINGS

SCG #3 — No documentation of cardiopulmonary
resuscitation certification available. Please submit
certification with POC.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-10 Admission policies. (g) PART 1
An inventory of all personal items brought into the Type |
ARCH by the resident shall be maintained. DID YOU CORRECT THE DEFICIENCY?
FINDINGS
Resident #1 — Inventory of personal items not maintained. USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-100.1-10 Admission policies. (g) PART 2
An inventory of all personal items brought into the Type |
ARCH by the resident shall be maintained.

FUTURE PLAN

FINDINGS
Resident #1 — Inventory of personal items not maintained. USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-15 Medications. (a) PART 1
All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no 9
changes to the label have been made by the licensee, DID YOU CORRECT THE DEFICIENCY?
primary care giver or any ARCH/Expanded ARCH staff, . .
and pills/medications are not removed from the original USE THIS SPACE TO TELL US HOW YOU
labeled container, other than for administration of CORRECTED THE DEFICIENCY
medications. The storage shall be in a staff controlled work
cabinet-counter apart from either resident's bathrooms or e olefs ) At
bedrooms. Q V\\\w - Corrected 1% G\QS\&Q R\R&N&r %

z : 1,720
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FINDINGS &l th ( 2wl

Resident #1 — Medication order for Acetaminophen = *“325
mg — 2 tabs orally every 8 hours as needed for pain.”
Medication label for Acetaminophen = “325 mg — 2 tabs
orally every 4 hours as needed for pain.” Medication order
and label do not match.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (a) PART 2
All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no FUTURE PLAN

changes to the label have been made by the licensee,
primary care giver or any ARCH/Expanded ARCH staff,
and pills/medications are not removed from the original
labeled container, other than for administration of
medications. The storage shall be in a staff controlled work
cabinet-counter apart from either resident's bathrooms or
bedrooms.

FINDINGS

Resident #1 — Medication order for Acetaminophen = “325
mg — 2 tabs orally every 8 hours as needed for pain.”
Medication label for Acetaminophen = “325 mg — 2 tabs
orally every 4 hours as needed for pain.” Medication order
and label do not match.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-17 Records and reports. (b)(3) PART 1
During residence, records shall include:

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS
Resident #1 — No progress note available for August 2020,
and not all monthly progress notes included observations of

the resident’s response to diet and medications. ﬁcﬁﬁmnﬁﬁm the Q@E@mmﬁﬁ%
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.
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RULES (CRITERIA) PLLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN /2 \ = W\
more often as appropriate, shall include observations of the i

resident's response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS

Resident #1 — No progress note available for August 2020,
and not all monthly progress notes included observations of
the resident’s response to diet and medications.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
. IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(5)
During residence, records shall include:

Entries detailing all medications administered or made
available;

FINDINGS

Resident #1 — PRN Acetaminophen ordered, but not listed
on medication administration record for January, March,
May-June, and August-September 2020.

PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(5)
During residence, records shall include:

Entries detailing all medications administered or made
available;

FINDINGS

Resident #1 — PRN Acetaminophen ordered, but not listed
on medication administration record for January, March,
May-June, and August-September 2020.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-23 Physical environment. (g)(3)(G) PART 1
Fire prevention protection.

Type I ARCHs shall be in compliance with, but not limited
to, the following provisions:

Smoke detectors shall be provided in accordance with the
most current edition of the National Fire Protection
Association (NFPA) Standard 101 Life Safety Code, One
and
Two Family Dwellings. Existing Type I ARCHs may
continue to use battery operated individual smoke detector
units, however, upon transfer of ownership or primary care
giver, such units shall be replaced with an automatic hard

wiring UL approved smoke detector system; ﬁ@ﬁaﬁ.@ﬁﬁm;m ﬁ?@ g@@ﬁm@:ﬂ%
FINDINGS after-the-fact is not
Smoke detector checks not done monthly. . .
practical/appropriate. For
this deficiency, only a future
plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
X] | §11-100.1-23 Physical environment. (g)(3)(G) PART 2
Fire prevention protection.
FUTURE PLAN

Type I ARCHs shall be in compliance with, but not limited
to, the following provisions:

Smoke detectors shall be provided in accordance with the
most current edition of the National Fire Protection
Association (NFPA) Standard 101 Life Safety Code, One

and
Two Family Dwellings. Existing Type I ARCHs may
continue to use battery operated individual smoke detector
units, however, upon transfer of ownership or primary care #
giver, such units shall be replaced with an automatic hard
wiring UL approved smoke detector system;

FINDINGS
Smoke detector checks not done monthly.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: g Mﬁ\
Print Name: Sonia V Calve 2

Date: /O \&N \ii

Licensee’s/Administrator’s Signature: %@(«x&\ﬁlu
L

Print Name: fqg\:% v @&Qm%\

Date: \\ %\,w\\
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